Cardiovascular diseases are one of the main causes of death in many developed countries as well as developing countries. Health support and preventative activities are significant in health care as well as nursing. The main goal was to map the contemporary state of the prevention of cardiovascular diseases in people at the age of 40 and older.
Introduction
Globally, cardiovascular diseases are the main cause of death and invalidity. Although they are preventable, their incidence is unsatisfactory in the Czech Republic as well. These diseases significantly affect the quality of life of the diseased and increase financial costs for treatment and possible complication solving. The prevention of cardiovascular diseases is a necessary part of the complex approach of medical workers. Nursing, with its orientation on health, plays an important role in prevention. Nurses pay much attention to the education of patients regarding prevention because changes to their lifestyle can decrease the risk of cardiovascular diseases. It is necessary that people have sufficient knowledge in this area and realize that they can affect their health by the right behaviour.
The main goal of this research was to find the level of prevention of cardiovascular diseases, the largest drawbacks from the people's point of view, and the people's ideas on how to increase the effectiveness of such prevention. However, we wanted to use this study to verify the Czech version of the SF-36 questionnaire for the Czech population at the age of 40 and older.
Materials and methods

Research strategies
For the collection of data, we used two types of questionnaires. The non-standardized questionnaire monitored the subjectively assessed education level regarding the prevention of cardiovascular diseases. We also wanted to find the time demand for the carried out health-education intervention -and the extent and content of the education (including its barriers). The respondents were also given the RAND 36 -Item Health Survey (SF-36) standardized questionnaire, which is used for subjectively perceived quality of life regarding health. The SF-36 is the abbreviation for short form and it contains 36 questions.
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It is also possible to use the SF-36 questionnaire to identify all physical and psychological health problems and in clinical practice. The questionnaire was published in 1992 (Ware and Sherbourne, 1992) . It was often used in many medical and nursing fields and it has spread a lot.
It is designed so that people over the age of 14 can fill it in by themselves or use a trained interviewer in person or over the telephone. All three models have successfully been used in different forms and with different instructions. The SF-36 questionnaire is sensitive to all physical and psychological health problems. It contains 36 questions divided into 8 domains. Every question has a few suggested answers on a scale.
Data collection
The field research was carried out by face-to-face interviews. The final form of the sheet was based on the results of the pre-research. The research was anonymous, the participation in it was voluntary and it did not contain ethically disputable questions. The field research in the Czech Republic was carried out between the 1st and 20th of April 2016.
The data collection was secured by 582 professional interviewers from the Institute for Studying Health and Lifestyle in the Czech Republic. Data cleaning (optical, logical control, coding and uploading the data to the computer), analyses and result interpretations were carried out by the workers of the same institute.
Statistical data processing was carried out using the SASD 1.4.12 (Statistical Analysis of Social Data) software, which enabled multiple data classification and contingency table processing, and the IBM SPSS 20 software, which enabled the application of tests based on the character of variables. We especially monitored the differences between the SF-36 domains and sociodemographic characteristics. Here, the levels of differences between selected indicators were tested on the grounds of parametric and non-parametric tests (t-test, Kruskal-Wallis test). We also tested the level of the correspondence of other standards of this questionnaire that are used as normative in the Czech Republic (Wilcoxon signed-rank test). All of this was on the 95% significance level. In the process, when we found statistical significance, the difference was tested for relevant significance (the testing corresponded with the used statistical test: Fisher's eta 2 and Cohen's d (Sigmund and Sigmund, 2012). Based on these analyses, we carried out the interpretation of data and processed tables and charts.
Sample group
The sample group included citizens of the Czech Republic (2016). The participants were selected in quotas so that the structure corresponds with all Czech citizens regarding regions, gender and age. These indicators were set as representative. The sample group included a total of 1,992 people (Tóthová et al., 2019, p. 15 ).
There were 937 (47%) men and 1,055 (53%) women, which corresponds with the analogue structure of Czech citizens at the age of 40 and older. Regarding relative numbers, the deviation between the sample group and the basic group was 0.1%. Therefore, the research is representative of the people of the Czech Republic and their gender.
In comparison to the age classification of the basic group, the deviation does not exceed 0.2%. We can say that the results are representative of individual groups of people at the age of 40 and older.
We used the regional classification from 2001. In comparison to the classification of the basic group, the maximum deviation is 0.7%. The results are representative regarding gender, age and region. In comparison to the age classification of the basic group, the deviation does not exceed 0.2%. We can say that the results are representative of individual groups of people at the age of 40 and older.
We used the regional classification from 2001. In comparison to the classification of the basic group, the maximum deviation is 0.7%. The results are representative regarding gender, age and region.
results and discussion
The quality of health of the citizens of the Czech Republic at the age of 40 and older by the SF-36
The SF-36 standardized questionnaire has been used for measuring subjective assessment of the quality of life regarding physical and psychological health. The questionnaire contains 36 questions divided into 8 domains. The domains are as follows: PF -physical functioning; RP -role-physical; BP -bodily pain; GH -general health; VT -vitality; SF -social functioning; RE -role-emotional; MH -mental health. The values of the SF-36 scale are from 0 to 100, where 0 means the worst and 100 the best quality of life regarding the given domain.
To compare the quality of health in individual domains, we included all monitored cases (N = 1992). In input analyses, we carried out standard calculations of descriptive statistics and tested normal layout using the Kolmogorov-Smirnov test at p < 0.05. The results are shown in Tables 2 and 3 .
Health by gender
We used the SF-36 to test the subjectively assessed quality of health of men and women at the age of 40 and older in individual domains.
For men (N = 937) and women (N = 1055), we used the non-parametric Mann-Whitney U test at p < 0.05 to find the differences in average values in the SF-36 domains. The questionnaire is designed for testing the quality of life of people regardless of gender, so we assumed that our case would be the same. The mentioned test proved it -and even the optic check--up using descriptive statistics of individual SF-36 domains did not correctly show the difference (Table 4 ).
Chart 1 shows that men and women at the age of 40 and older assess the individual domains of the quality of their health very similarly. Men and women are less satisfied with their vitality and general health than the quality of health in other domains. The assessment of the general quality of life is especially interesting because their values are relatively low compared to other domains regarding the quality of health. Other domains do not achieve such low values besides vitality, which seems to be crucial for the assessment of general subjectively assessed health. The assessment of the effect no effect no effect no effect no effect no effect a statistical significance; b relevant significance of the effect size.
Health by age
After analyzing the individual domains by age, the sample group was divided into age groups by 10 years (the same as those that functioned as the criteria in the selection of the sample group). Age groups were further tested using the non-parametric Kruskal-Wallis test at p < 0.05 (Table 5 ). Other questionnaires that measure the quality of life depend on age, so we assumed that the SF-36 would show such differences regarding our sample group. Table 6 shows the differences between the subjectively perceived qualities of health in individual domains in the SF-36 regarding the age categories. Most of these differences showed an average or large effect (relevant significance was measured using the Fisher eta 2 coefficient of η 2 ). A low level of relevant significance was re-corded in the domains of Vitality, Role-Emotional and Mental Health. The assessments of health conditions were worse with age. Our analyses showed that the assessments of health in individual domains were closely related to age (based on the application of the SF-36). It is also interesting that this phenomenon was not so present in the domains of Vitality, Role-Emotional and Mental Health. 
Health by education
We also carried out the statistical analysis of education categories. There were three education categories in our sample group: basic education, secondary education and university education. This indicator (education) was not representative ( Table 7) . Statistically significant differences regarding the quality of life in the domains in the SF-36 by education were found using the non-parametric Kruskal-Wallis test (besides the domain of Mental Health). It seems that the level of the quality of life grows with the level of education (especially in the domain of Physical Functioning). However, the levels of relative significance regarding these differences (found using the Fisher eta 2 coefficient of η 2 ) are very low, which means that the effect size of statistically significant differences is very small. The assessment of the effect small effect small effect small effect small effect small effect small effect no effect a statistical significance; b relative significance of the effect size -here, it is the level of dependence.
The comparison of the results of average values regarding the sample group of people at the age of 40+ to other used standards or norms in the Czech Republic, Great Britain and the USA
The achieved values in individual domains and their comparisons are shown in Chart 2. The comparisons were based on arithmetic average because other average values besides our sample group (2016) were not known. Only our sample group (2016) provided primary data that enabled the calculations of descriptive statistics and the application of testing criteria that enabled the comparison of individual domains.
While testing the differences between individual standards in the domains in the SF-36, we used non-parametric and parametric tests. Logically, we should have used only the non-par-ametric versions because even such a large group (N = 1992) does not offer a normal layout. This is confirmed by the charts regarding individual domains, where the layouts are more similar to exponential curves but do not copy them (it was statistically tested). Non-parametric tests are based on comparisons (the medians of the variables). They are at our tested group's disposal only. Other standards use only average values of individual domains in the SF-36. For this reason, we applied the parametric T-test.
While comparing the standards, it is ideal if there are no statistically significant or relative differences. However, statistically significant differences were almost always found because the groups are qualitatively different and they originate in different time periods. For comparison, it is very important to consider relative significance, which is usually small or none. The statistical tests seem to show that the Sobotík (1998) group of standards is the most similar to our sample group; the t-test (which compares the average values in the domains) shows that although there were statistical differences in all SF-36 domains, the relative significance (i.e. effect size) is very small (as proven by the calculation of Cohen's d coefficient). On the contrary, the second Czech group of Petr et al. (2003) showed that statistically, as well as relatively, significant differences are found in four domains (3 times large effect and 1 middle-sized effect). Thus, the differences between the Petr et al. (2003) group and the sample group of Czech citizens (2016) are considerable -surprisingly, the largest of the monitored groups. This is possibly due to the lower respondents' age (the quality of life, especially in physical domains, decreases with age) and their very good physical condition. The health profile of the Czech Republic published in 2017 (OECD/European Observatory on Health Systems and Policies, 2017) points out the prolonged average life expectancy by almost four years (to 78.7 years) between 2000 and 2015.
Although it is a noticeable increase, this value is still behind the European average. The lasting difference between genders is also noticeable. Regarding this fact, the statistics that show that Czech women at the age of 65 will live 44% of the remain-ing years of their life without health problems is also interesting. Men can expect this at 50%. For completeness, we add that the average life expectancy in men is 75.7 years and 81.6 years in women. The most frequent causes of death are cardiovascular diseases, lung cancer and colorectal cancer. Regarding cardiovascular diseases, it is necessary to emphasize that the age standard of mortality in the Czech Republic is 60% higher than the EU average. Czech citizens at the age of 40 and older assessed Social Functioning the best. Their quality of life regarding Role-Emotional and Physical Functioning is also on a high level (a low level of Role-Emotional). On the contrary, their assessment of Vitality and General Health was worse. It is interesting that although individual domains were assessed relatively well, the quality of life regarding General Health was assessed as a little better than average. It was similar regarding Vitality.
The assessment of Physical Functioning was associated with Role-Physical, Bodily Pain, Social Functioning and General Health. We did not find the connection to Vitality, Role-Emotional or Mental Health.
Role-Physical correlated with Physical Functioning, Role-Emotional and Social Functioning. This domain was also significantly associated with Bodily Pain, Vitality and General Health. We did not find the connection to Mental Health.
Bodily Pain was associated with Social Functioning, Vitality, General Health and Physical Functioning. We did not find the connection to Role-Emotional or Mental Health.
General Health correlated with Vitality, Social Functioning, Physical Functioning, Role-Physical and Bodily Pain. We did not find the connection to Role-Emotional or Mental Health. Role-Emotional was associated with Role-Physical and Social Functioning. We did not find a connection to other domains.
Mental Health was associated with Vitality and Social Functioning. We did not find a connection to other domains.
Differences between men and women in the comparison of the domains were minimal.
Regarding age, we can say that the quality of life decreases with age. The least noticeable differences regarding the age categories were found in Mental Health and Vitality. The quality of life in these domains also decreases with age, although slightly. Regarding education, it seems that the quality of life increases with the level of education (especially regarding physical domains). However, the levels of relative significance regarding these differences are very low, which means that the effects of the found statistically significant differences are very small.
In the Czech Republic, the following authors have tried to create the standards of the SF-36 questionnaire. In 1998, a paper by Z. Sobotík on first experiences with the preliminary Czech version of the SF-36 was published. Petr et al. published a paper on regional standards in 2003.
The group of standards by Sobotík (1998) is a non-representative sample of 415 people who had been randomly selected from the general population. Most representatives in this group were 15-24 and 45-54 years old, although all age categories were included. This was one of the reasons the sample group was standardized by age structure in 1995. However, it seems that it is very similar to the contemporary group (2016).
The group of standards by Petr et al. (2003) was based on a group of 103 representatives (police officers from South Bohemia) but the paper did not describe it in detail. It seems that it included exceptionally able-bodied younger individuals who highly assessed the level of their quality of life. Despite the fact that it appeared to be a qualitatively different group, it fitted into the compared standards, although its values were often very overrated.
Other compared groups were from Great Britain -Garratt et al. (1993) and Jenkinson et al. (1993) .
The group of standards by Garratt et al. (1993) included 542 respondents. They had been randomly selected from the Aberdeen district in Scotland. Although the group was based on region and culture, it seems to be the most similar to our group.
The second group of standards by Jenkinson et al. (1993) included 9,332 people who had been randomly selected from the health service registers in four neighbouring shires in Great Britain (Berkshire, Buckinghamshire, Northamptonshire and Oxfordshire). This should be the European standard. Compared to the tested sample group, the group by Jenkinson et al. (1993) is too deviated in some domains, which corresponds to the original appeal of the authors that there should be regional standards that would correspond with cultural levels.
The last two groups are from the USA, which is also the birthplace of this questionnaire. Although the similarity of the Anglo-Saxon cultures (the USA and Great Britain) is apparent, we need to be careful when comparing them to the Czech environment.
From the point of view of the standards of the SF-36 questionnaire for the Czech Republic, our sample group meets the requirements the best. For this purpose, Table 14 shows the norms for individual domains in percentage.
Conclusions
We must realize that the incidence of chronic diseases is associated with the older population because older people suffer from these diseases for many years. Their clinical development and a person's health condition affect the quality of life in all domains.
The sole effort for symptomatological treatment without considering influential risk factors and the total quality of life is not sufficient for efficient prevention. Measuring the quality of life is one element that can significantly help the effective establishment of individualized and preventative care. It also enables uncovering of the indicators that can be effectively used for motivating a person, and a tool for the assessment of the impacts of interventions. The Short Form -36 (SF-36) questionnaire is a tool managed by the RAND Corporation non-profit organization. It serves for the subjective assessment of health condition (the quality of life). Academic papers lack information about the validation of the Czech version. The Czech version of the questionnaire was however validated in the course of our research as primary data became available that enabled calculations of descriptive statistics and applications of testing criteria which enabled the comparison of individual domains.
